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Self-Reported Asthma Among High School Students — United States, 2003 


Asthma is a leading chronic illness among children in the 
United States (/). To examine self-reported asthma and asthma 
attacks among U.S. high school students, CDC analyzed data 
from the 2003 national Youth Risk Behavior Survey (YRBS). 
Chis report summarizes the results of that analysis, which 
indicated that 18.9% of high school students had been told 
by a doctor or nurse that they had asthma, 16.1% had current 
asthma, and 37.9% of those with current asthma had had an 
episode of asthma or an asthma attack during the 12 months 
preceding the survey. These findings underscore the need for 
health-care providers, schools, families, and public health prac- 
titioners to be prepared to respond to asthma-related emer- 
gencies and to help students manage their asthma. 

YRBS is a component of CDC’s Youth Risk Behavior Sur- 
veillance System and measures the prevalence of health risk 
behaviors among high school students through biennial 
national, state, and local surveys. The 2003 national survey 
used a three-stage cluster sample design to obtain cross- 


sectional data representative of public- and private-school stu- 


dents in grades 9-12 in the 50 states and the District of 


Columbia. The school response rate was 81%, the student 
response rate was 83%, and the overall response rate was 67%. 
Students completed an anonymous, self-administered ques- 
tionnaire that included two questions about asthma. Ques- 
tion | was answered by 13,553 students and asked, “Has a 
doctor or nurse ever told you that you have asthma?” (response 


options were “yes,” “no,” and “not sure’). Question 2 was 


232 students and asked, “During the past 12 


answered by 13, 
months, have you had an episode of asthma or an asthma 
attack?” (response options were “I do not have asthma;” “No, 
| have asthma, but | have not had an episode of asthma or an 
asthma attack during the past 12 months;” “Yes, | have had 
an episode of asthma or an asthma attack during the past 12 
months;” and “not sure”). Each student was expected to 


respond to both questions, and 13,222 did so. “Lifetime 


asthma’ was defined as ever having been told by a doctor or 
nurse that the student had asthma. “Current asthma” was 
defined as having lifetime asthma and, during the 12 months 
preceding the survey, reporting either having asthma but no 
episode or attack or having an asthma episode or attack. 
“Asthma episode or attack” was calculated among students 
with current asthma and was defined as having had an asthma 
episode or attack during the 12 months preceding the survey. 

In this report, data are presented for black, white, and 
Hispanic” students; the numbers of students from other racial/ 
ethnic populations were too small for meaningful analysis. Data 
were weighted to provide national estimates. Statistical software 
that takes into account the complex sampling design was used 
to calculate prevalence estimates and 95% confidence intervals 
and to conduct ¢ tests for subgroup comparisons. 

Overall, 18.9% of high school students reported lifetime 
asthma (Table). Significantly fewer Hispanic (15.6%) than 
black (21.3%; 1 


p<0.01) students reported lifetime asthma. Approximately one 


2 


4.0, p<0.01) or white (19.3%; t = 3.4, 


in six students (16.1%) reported current asthma. Significantly 
fewer Hispanic (12.9%) than black (16.8%; ¢ = 3.0, p<0.01) 
or white (17.0%; ¢ = 3.5, p<0.01) students and significantly 
fewer 10th-grade (15.0%) than 9th-grade students (17.5%; 
t = 2.2, p<0.05) reported current asthma. 

Among students with current asthma, 37.9% reported an 
asthma episode or attack during the 12 months preceding the 


survey. Significantly more female (44.5%) than male (31.1%; 





* Black and white students are all non-Hispanic. Students identified as Hispanic 


might be of any race. 
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: Proposed. 


TABLE. Percentage of high school students reporting lifetime 
asthma, current asthma, and asthma episode or attack, by 
selected characteristics — Youth Risk Behavior Survey, United 
States, 2003 





Asthma 
Lifetime Current episode 
asthma” asthma't or attack 


Characteristic % (95% CI") % (95%CI) % (95% Cl) 





Sex 

Male (+1.7) 15.5 (+1.6) 31.1 (+3.9) 
Female 7 16.8 (+1.3) 44.5 (+3.9) 
Race/Ethnicity** 

White d.< +1.5) 17.0 (+1.5) 38.7 

Black 21.3 +2 16.8 (+2.2) 33.9 

Hispanic 5 5 12.9 (+1.6) 38.8 

Grade 

9th 1 (+1.7) 45.0 

10th 18.0 1 (+1.8) 36.4 
11th 18.2 (+2.1) 1£ (+2.1) 34.6 | : 
12th 18.3 15.5 (+2.1) 33.0 (+ ) 
Total 18.9 (+1.1) 16.1 (+1.2) 37.9 (+2.5) 

* Student was ever told by a doctor or nurse that the student had asthma 
(n = 2,365) 

' Student reported lifetime asthma and reported that during the 12 months 
preceding the survey, the student either had asthma but no episode or 
attack or had an asthma episode or attack (n = 1,943) 

> Among students with current asthma, had an asthma episode or attack 
during the 12 months preceding the survey (n = 710) 

1! Confidence interval 

* Black and white students are all non-Hispanic. Students identified as 
Hispanic might be of any race 





+.3, p<0.01) students with current asthma and signifi 
cantly more 9th-grade students (45.0%) than 10th- (36.4%; 
2.1, p<0.05), Ith- (34.6 3.0, p<0.01) and 12th 


grade (33.0%; ¢ = 2.9, p<0.01) students with current asthma 


reported having an asthma episode or attack. 


Reported by: S Mer! MPH, S| tt Jones, PhD, L Wheel 


‘ 
lL) of Adolescent ai 


Pp P 
Cl vento} 


Onimenta 


) , } , | 


Editorial Note: YRBS provides a national source for self 

reported asthma prevalence among U.S. high school students. 
lhe findings in this report indicate that 18.9% of high school 
students reported lifetime asthma, and 16.1% had current 
asthma. Among students with current asthma, 37.9% reported 
having had an asthma episode or attack during the 12 months 
preceding the survey. In the 2003 National Health Interview 
Survey (NHIS), parents reported that 14.5% of their chil 

dren aged 14—17 years had lifetime asthma, 8.9% had current 
asthma, and among students with current asthma, 57.0% had 
had an asthma episode or attack during the preceding year 
(CDC, unpublished data, 2005). The differences between the 
two surveys in estimates for lifetime asthma, current asthma, 
and asthma episode or attack might be attributable to differ 


ences in age (grades 9-12 versus ages 14-17 years), reporting 
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source (self-report versus parent report), and question word- 
ing. Further research is needed to better understand the rea- 
sons for these differences and their implications for asthma 
management. 

YRBS data indicate no significant difference between the 
percentages of black and white students reporting current 
asthma or having an asthma episode or attack during the pre- 
ceding 12 months. Other national data sources have revealed 
higher asthma prevalence among black children than white 
children and have indicated that, compared with white chil- 
dren, black children were more than three times as likely to be 
hospitalized because of asthma and more than four times as 
likely to die from asthma (2). 

Why significantly more female students than male students 
with asthma and significantly more 9th-grade students than 
1Oth-, 1 1th-, or 12th-grade students with asthma reported 
having an asthma episode or attack during the preceding 12 
months is not clear. Additional research might help explain 
sex and grade differences in asthma episodes. 

The findings in this report are subject to at least three limi- 
tations. First, these data apply only to adolescents enrolled in 
high school. Nationwide, in 2001, among persons aged 16-17 
years, approximately 5% were not enrolled in a high school 
program and had not completed high school (3). Second, the 
extent of underreporting or overreporting of asthma and 
asthma episodes or attacks cannot be determined. Asthma sta- 
tus was not confirmed by medical records, and asthma epi- 
sode and attack were not defined. Third, data for Hispanic 
respondents represent responses from an unknown combina- 
tion of Mexican-American, Puerto Rican, and other Hispanic 
students. Other reports have demonstrated variation in asthma 
prevalence among these subpopulations. According to NHIS 
data, Puerto Ricans have reported three times higher lifetime 
and current asthma prevalence than Mexican-Americans (4). 

A primary prevention strategy for asthma does not exist, 
but asthma can be controlled (5). Schools can help improve 
asthma management among students whose asthma is not well- 
controlled by providing health services, education, and con- 
trol of environmental triggers. CDC, other federal agencies, 
the National Asthma Education and Prevention Program, and 
national nongovernmental organizations have developed 
resources to support asthma management activities at schools 
(6). CDC’s Strategies for Addressing Asthma Within a Coordi- 
nated School Health Program (7) recommends research-based 
activities for schools to help students manage their asthma, 
such as obtaining a written asthma action plan for all students 
with asthma, ensuring that those with asthma receive educa- 
tion on asthma basics, asthma management, and emergency 
response, and prohibiting tobacco use at all times among stu- 


dents, staff, and visitors to schools. Students, families, schools, 


and health-care and public health practitioners working 
together can improve asthma management among students. 
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Human Rabies — Florida, 2004 


Rabies is a viral infection of the central nervous system, usu- 
ally contracted from the bite of an infected animal, and nearly 
always fatal without postexposure prophylaxis (/). In Febru- 


ary 2004, a man aged 41 years died after a 4-day hospitaliza- 


tion in Broward County, Florida. A diagnosis of rabies was 


considered on the day before the patient's death; however, no 
antemortem samples were obtained for testing. In March 2004, 
postmortem samples of fixed brain material were sent to CDC, 
where laboratory testing confirmed a diagnosis of rabies, the 
47th case of human rabies reported in the United States since 
1990 (CDC, unpublished data, 2005). This report summa- 
rizes results of the subsequent investigation led by the Broward 
County Health Department and laboratory testing at CDC, 
which determined that the rabies virus was a canine variant 
present in Haiti, where the man had traveled and reportedly 
been bitten by a dog. Rabies should be considered in persons 
after a dog bite, especially if the bite occurs in a country where 
canine rabies is enzootic. 

The man arrived at the hospital emergency department with 


a 2-day history of dysphagia accompanied by hyperventila- 
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tion and agitation when he attempted to swallow liquids. The 
problem had worsened by the time of admission; he was noted 


ilmost phobic” to liquids. The patient reported having a 


brief period of mild fever. He was able to swallow soft, solid 


food and did not complain of throat pain or discomfort. Upon 
physical examination of his mouth and throat, the patient 


became agitated and experienced hyperventilation. He was 


idmitted for further observation and diagnostic evaluation. 


On the day of admission, a neurology consultant concluded 


hat the dysphagia etiology was unknown and recommended 
nfectious disease, gastrointestinal, and pulmonary consulta 
Examination results by a gastrointestinal consultant on 


oe . 
xy were unremarkable, except for dysphagia and 


tne same d 
phobia to liquids 

he patient reported a history of malaria and ureteral stric 

resonance imaging study results 

s of examinations of the patients 


1 1] i 
including 1 Swallow [est (1.¢ cervical 


ind soft tissue were 

normal. Becaus¢ { substantial agitation and 

yperventilation in the patient, anti-anxiety medical manag 
ent was instit 
Valuation 

icon 

east | j 

vniit 200d 

cell count of |] 7 1 1.0/4 n infectious 


| 


commends 


disease consultant 


for viral 
I ported that h 
1 dog 8 month 
reported that 

confirmed 
raveled bacl 
ment of the 
results Of mal 

On the fourt! 
enced diplopia 

irdiopul war , 1 A _ ring 
care 10} ulmona I 1 en testing 


was under consideration 


samples 


| r 
were collected lstopathoiogs 


Dral cortex, pons hippocampus ind spinal cord, the medical 
Cxaminel des rl l pl ismic ine lusions consistent with 
Negri bodies. | tained slides of formalin-fixed samples of 
brain materi to CDC for diagnosis and typing. 
Ral 1 | a |} 

INabies Virus vas detected Dy a modification of the 
direct fluorescent antibody test (2). A reverse transcription 

polymeras« chain reaction assay produced an amplicon 


sequence that was compatible with a canine rabies—virus vari 
unt present in Haiti. This variant has not been documented 


among domestic or wild animal reservoirs in the United States. 


One close family member underwent postexposure prophy- 
laxis for exposure to the patient's secretions. 
Reported by: 7 Blankenship, MD, A John, Broward County Health 
Dept, Fort Lauderdale; C Blackmore, DVM, Florida Dept of Health 
C Hanlon, VMD, Div of Viral and Rickettsial Diseases, National Center 
for Infectious Diseases, CD( 
Editorial Note: Of the 47 cases of human rabies reported in 
the United States since 1990, four occurred in organ transplant 
recipients and were associated with an undetected case of rabies 
in a single organ donor (3); the remainder apparently were 
acquired from contact with animals with rabies virus infections. 
Phirty-eight (81%) of the infections were acquired in the United 
States. (mong the nine infections acquired elsewhere, two were 
acquired in Haiti (the 2004 case described in this report and a 
1994 case), two in Mexico (1993 and 1994), and one each in 
India (1992), Southeast Asia (1996), Ghana (2000), the Phil- 
ippines (2001), and El Salvador (2004). 

he greatest risk for naturally acquired rabies in the United 
States is from encounters with and bites from insectivorous bats 
(4). In particular, a rabies-virus variant associated with two small- 
bodied bats, the eastern pipistrelle bat (Pipistrellus subflavus) 


r 
ind silver-haired bat (Lasionycteris noctivagans) was identified 
in 20 (69%) of 29 persons with samples tested. 

Human rabies is preventable if the exposure is recognized 
and the patient receives appropriate wound care and 
postexposure prophylaxis before clinical signs of rabies are 
evident. Postexposure prophylaxis consists of rabies immune 
globulin infiltrated at the site of the exposure and | dose of 


rabies vaccine administered in the deltoid (or anterolateral 
thigh of infants and small children) on days 0, 3, 7, 14, and 
28 (/). When applied appropriately, this combination has been 
effective in preventing death after an exposure. However, the 
continued availability of rabies vaccine currently relies upon 
only one licensed manufacturer in the United States; a second 
manufacturer suspended and has not resumed production 
after a voluntary recall of its rabies vaccine in March 2004 (5). 

In the United States, mandatory vaccination and stray-dog 
control programs have virtually eliminated circulation of any 
canine rabies—virus variant among dogs (6). In comparison, 
occurrence of rabies in dogs remains a problem in Haiti and 
other developing countries (7). Because of the risk for rabies 
exposure in these countries, travelers are advised to avoid con- 
tact with dogs and other animals, and rabies pre-exposure pro- 
phylaxis (consisting of 3 intramuscular doses of rabies vaccine 
on days 0, 7, and 21 or 28) is recommended for persons plan- 
ning to stay >30 days in remote areas without access to medi- 
cal facilities (/). The patient described in this investigation 
reportedly was bitten by a dog in Haiti 8 months before clini- 
cal signs of rabies became evident. This was the longest incu- 


bation period among | 2 U.S. rabies cases with exposure history 
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reported since 1997 (median: 39 days; range: 21-240 days); 
however, longer incubation periods of 11 months to 6 years 
were suggested by findings in three cases previously 
described (8). 


Although human rabies is rare in the United States, it should 


be considered in the postmortem differential diagnosis of 


fatal viral encephalitis cases with short morbidity periods if 


no cause of disease has been established. Hospitalized patients 
with encephalitis of unknown etiology should be on contact 
precautions, and rabies should be part of antemortem differ- 
ential diagnosis in these patients. Both antemortem and post- 
mortem testing for rabies are available at CDC and can be 
arranged through state health departments. Antemortem 
diagnostic samples consist of a full thickness skin biopsy 
(4—6 mm in diameter) from the nape of the neck, fresh saliva, 
serum, and cerebrospinal fluid. Although postmortem rabies 
diagnosis can be performed on formalin-fixed brain material, 
fresh brain material provides the optimal sample for maxi- 
mum sensitivity, specificity, and time efficiency. 

With the recent report from Wisconsin of a survivor of clini- 
cal rabies (9), rapid diagnosis of rabies is even more critical to 
managing a patient's clinical course, despite a poor prognosis. 
In addition to enabling consideration of novel interventions,” 


advantages of early diagnosis include prompt implementation 


of appropriate infection-control measures, thereby limiting 


the number of persons exposed or potentially exposed who 


require postexposure prophylaxis. Retrospective detection of 


four transplant-associated rabies cases (3) and retrospective 
identification of an additional case in California in an immi- 
grant from El Salvador, brought the total number of 2004 
cases in the United States to eight, the highest number of hu- 
man rabies cases reported since 1956, when 10 cases were 


reported. 
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Including withholding human rabies postexposure prophylaxis (i.e., rabies 
immune globulin and vaccine), induction of coma, respiratory protection 
electroencephalogram burst suppression with benzodiazepines and barbiturates 


intivirals (e.g., amantidine and ribavirin), and ketamine (/0 
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West Nile Virus Activity — 
United States, 2005 


This report summarizes West Nile virus (WNYV) surveil- 
lance data reported to CDC through ArboNET as of 3 a.m. 
Mountain Daylight Time, August 9, 2005. 

Twenty-two states (Arizona, Arkansas, California, Colorado, 
Florida, Georgia, Illinois, Indiana, Kansas, Louisiana, Min- 
nesota, Mississippi, Missouri, Nevada, New Mexico, New York, 
North Carolina, North Dakota, Ohio, Pennsylvania, South 
Dakota, and Texas) have reported 187 cases of human WNV 
illness in 2005 (Figure and Table). Ninety-eight (57%) of the 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2005* 





@B Human WNV iliness 
[-] Nonhuman WNYV infection oniy 











* As of 3 a.m., Mountain Daylight Time, August 9, 2005 
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TABLE. Number of human cases of West Nile virus (WNV) 
iliness reported, by state — United States, 2005* 


West Other 
Neuroinvasive Nile clinical/ 
disease’ fever’ unspecified’ Total** 


16 

2 
84 
1 





Deaths 





OH OH WWHNFDH WH WH Ww AH 


Ls) 
> @ 


187 





2005 


2st Nile meningitis 


ot provided 


1 to ArboNET by 


| cases tor which su were available occurred in males; 
the median age of patients was yea range: 4—) years). 


Date of illnes 14 to August 4; three 


ses were fatal 


] ] 
lood donors 


ArboNET during 2005. Of 


reported trom California, 18 from lexas, five 


Fifty-four presumptive t Nile viremic b 
PVDs) have been 
these, 25 were 
from South Dakota, three from Arizona, and one each from 
ind Mississippi. Of the 54 PVDs, 11 per 
sons (median age: 50 years [range: 17—77 years ) subsequently 
had West Nile fever 


In addition, 1,1 lead corvids and 2 


lowa, | oOulsiana 


t8 other dead birds 
with WNV infection have been reported from 32 states. WNV 
infections have been reported in horses from 21 states (Ala 
bama, Arizona, California, Colorado, Idaho, Illinois, Kansas, 
Mississippi, Missouri, Nebraska, 
Nevada, New Mexico, North Dakota, Ohio, Oklahoma, South 


Dakota, Texas, Vermont, and Wyoming), 


Kentucky, Minnesota 


one dog from 
Nebraska, and one squirrel from Arizona. WNV sero 
CONnVersions have bee n reported in 126 sentinel chicke n flocks 


from nine states (Arizona, Arkansas, California, Florida, lowa, 


Louisiana, North Dakota, New Mexico, and Utah). One se- 
ropositive sentinel horse was reported from Minnesota. A to- 


tal of 2,493 WNV-positive mosquito pools have been 


reported from 27 states (Alabama, Arizona, Arkansas, Cali- 
fornia, Colorado, Connecticut, Georgia, Idaho, Illinois, 
Indiana, Kansas, Louisiana, Massachusetts, Michigan, Min- 
nesota, Missouri, Nebraska, Nevada, New Jersey, New Mexico, 
Ohio, Pennsylvania, South Dakota, Tennessee, Texas, Utah, 
and Virginia). 

Additional information about national WNYV activity is 
available from CDC at http://www.cdc.gov/ncidod/dvbid/ 


westnile/index.htm and at http://westnilemaps.usgs.gov. 


Notice to Readers 


Final 2004 Reports of Notifiable Diseases 


lhe notifiable diseases table (Table 2) on pages 772-80 sum- 


marizes final National Notifiable Diseases Surveillance Sys- 
tem (NNDSS) data for 2004. Final as of June 30, 2005, these 
data will be published in more detail in the Summary of Noti- 
fiable Diseases, United States, 2004 (1). Because no cases of 
anthrax; diphtheria; influenza-associated pediatric mortality; 
paralytic poliomyelitis; rubella, congenital syndrome; severe 
acute respiratory syndrome—associated coronavirus; smallpox; 
vancomycin-intermediate Staphylococcus aureus; western equine 
encephalitis; or yellow fever were reported in the United States 
during 2004, these nationally notifiable diseases do not 
appear in this table. 

Policies for reporting notifiable disease cases vary by disease 
or reporting jurisdiction, depending on case status classifica- 
tion (i.e., confirmed, probable, or suspected). The NNDSS 
print criteria, which are applied at the national level to data 
reported by states, are based on case status. A recent revision 
of the NNDSS print criteria was applied to the data in this 
report. Requests for the revised print criteria can be sent to e- 
mail soib@cdc.gov. Population estimates for the 50 states and 
Puerto Rico are from National Center for Health Statistics 
estimates of the July 1, 2000—July 1, 2003 U.S. resident popu- 
lation from the Vintage 2003 postcensal series by year, county, 
age, sex, race, and Hispanic origin, prepared under a collabo- 
rative arrangement with the U.S. Census Bureau (available at 
http://www.cdc.gov/nchs/about/major/dvs/popbridge 
popbridge.htm). Population numbers for territories are 2003 
estimates from the U.S. Census Bureau IDB Data Access 
Display Mode (2). 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Mean Weight and Height Among Adults Aged 20-74 Years, 
by Sex and Survey Period — United States, 1960-2002 


Height (in) 


Survey period Survey period 


From the early 1960s to 2002, the mean weight for men and women aged 20-74 years increased 24 pounds, 
and the mean height increased approximately 1 inch. During 1999-2002, the mean weight of men aged >20 
years was approximately 190 lbs. and the mean height was approximately 5 ft., 9 in.; among women, the 
mean weight was approximately 163 lbs. and the mean height was approximately 5 ft., 4 in. 


SOURCE: Ogden CL, Fryar CD, Carroll MD, Flegal KM. Mean body weight, height, and body mass index, 
United States 1960-2002. Advance data from vital and health statistics; no 347. Hyattsville, MD: US Department 
of Health and Human Services, CDC, National Center for Health Statistics; 2004. Available at http://www.cdc.gov/ 
nchs/data/ad/ad347.pdf 
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TABLE 2. Reported cases of notifiable diseases, by geographic division and area — United States, 2004 
Total resident é 
population Botulism 
(in thousands) AIDS’ Foodborne Infant Other’ Brucellosis Chancroid$ 
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TABLE 2. (Continued) Reported cases of notifiable diseases, by geographic division and area — United States, 2004 





Area Chiamydia** Cholera Coccidioidomycosis Cryptosporidiosis Cyclosporiasis 





UNITED STATES 929,462 5 49 
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Unavailable No reported cases 


Otals reported to the Division of Sexually Transmitted Diseases Prevention, NCHSTP. as of May 20, 2005 Chlamydia refers to genital infections caused by Chlamydia 


rachomatis 
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TABLE 2. (Continued) Reported cases of notifiable diseases, by geographic division and area — United States, 2004 





Ehrlichiosis 


Encephalitis/meningitis, arboviral' 





Human Human 
granulocytic 


monocytic 


Eastern 
equine Powassan 


California 


serogroup St. Louis 


West Nile 





338 


42 


112 6 1 12 
4 


142 





t notifiable 


reported t 
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TABLE 2. (Continued) Reported cases of notifiable diseases, by geographic division and area — United States, 2004 
Enterohemorrhagic Escherichia coli Haemophilus influenzae, invasive disease 
Shiga toxin positive Age <5 years 


Non- Not All ages, Serotype Non-serotype Unknown 
Area : 0157 serogrouped Giardiasis Gonorrhea’ serotypes b serotype 




















UNITED STATES 2. 316 : 20,63 


NEW ENGLAND 72 é } 1,7 
Maine 
N.H 
Vt 
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R.| 


Conn 
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Upstate N.Y 
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N: Not notifiable U: Unavailabie No reported cases 


Totals reported to the Division of Sexually Transmitted Diseases Prevention, NCHSTP, as of May 20, 2005 
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TABLE 2. (Continued) Reported cases of notifiable diseases, by geographic division and area — United States, 2004 


Hemolytic 
Hansen Hantavirus uremic sa : 
disease pulmonary syndrome, Hepatitis, acute viral 
(leprosy) syndrome postdiarrheal Legionellosis Listeriosis 
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TABLE 2. (Continued) Reported cases of notifiable diseases, by geographic division and area — United States, 2004 


Lyme Measles Meningococcal 
Area disease Malaria Indigenous Imported™ disease Mumps 








Pertussis Plague 





UNITED STATES 19,804 1,458 11 26 1,361 258 25,827 3 
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TABLE 2. (Continued) Reported cases of notifiable diseases, by geographic division and area — United States, 2004 


Rabies Rocky Mountain 
Area Psittacosis Q Fever Animal Human spotted fever Rubella Salmonellosis Shigellosis 
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N 110 13 
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TABLE 2. (Continued) Reported cases of notifiable diseases, by geographic division and area — United States, 2004 


Streptococcal Streptococcus 
disease, Streptococcal pneumoniae, Syphilis*** 


invasive, toxic-shock invasive Congenital Primary and 


Area group A syndrome Drug-resistant All stages" (age <1 yr) secondary Tetanus 
UNITED STATES 4,395 132 2,590 2 33,401 353 7,980 34 
NEW ENGLAND 289 2 190 

Maine 15 4 
N.H 21 

Vt 10 

Mass 12 

RI 

Conn 
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N.J 

Pa 
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categories: primary, Secor > with clinical manifestations other than neurosyphilis, and 
ngenital syphilis 

vision of Sexually Transmitted Diseases Preven 
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TABLE 2. (Continued) Reported cases of notifiable diseases, by geographic division and area — United States, 2004 


Vancomycin- 
resistant 
Toxic-shock Typhoid Staphylococcus Varicella Varicella 
Area syndrome Trichinellosis Tuberculosis®*S Tularemia fever aureus (chickenpox) deaths™ 
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N: Not notifiable U: Unavailable No reported cases 


Totals reported to the Division of Tuberculosis Elimination. NCHSTP as of April 15, 2005 
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Death counts provided by the Epidemiology and Surveillance Division. National Ir Amunization Program 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals August 6, 2005, with historical 


data 


DISEASE 
Hepatitis A, acute 
Hepatitis B, acute 
Hepatitis C, acute 

Legionellosis 

Measles 
Meningococcal disease 
Mumps 

Pertussis 


Rubella 


week t 


DECREASE 


totals 


CASES CURRENT 
4 WEEKS 


INCREASE 


165 


14 


Ratio (Log scale)* 


Beyond historical limits 


120 


otal to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
n the mean and two standard deviations of these 4-week 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending August 6, 2005 (31st Week)* 





Disease 


Cum. 
2005 


Cum. 
2004 


Disease 


Cum. 
2005 


Cum. 
2004 





Anthrax 
Botulism 
foodborne 
infant 
other (wound & unspecified) 
Brucellosis 
Chancroid 
Cholera 
Cyclosporiasis 
Diphtheria 
Domestic arboviral diseases 
(neuroinvasive & non-neuroinvasive) 
California serogroup’ 
eastern equine 
Powassan 
St. Louis 
western equine’ 
Ehrlichiosis 
human granulocytic (HGE)' 
human monocytic (HME)' 
human, other and unspecified 
Hansen disease’ 
Hantavirus pulmonary syndrome’ 





16 


15 





Hemolytic uremic syndrome, postdiarrheal' 

HIV infection, pediatric™ 

Influenza-associated pediatric mortality'™** 

Measles 

Mumps 

Plague 

Poliomyelitis, paralytic 

Psittacosis 

Q fever’ 

Rabies, human 

Rubella 

Rubella, congenital syndrome 

SARS' ** 

Smallpox 

Staphylococcus aureus 
Vancomycin-intermediate (VISA)' 
Vancomycin-resistant (VRSA)' 

treptococcal toxic-shock syndrome’ 

Tetanus 

Toxic-shock syndrome 

Trichinellosis™ 

Tularemia' 

Yellow fever 








80 
181 





87 
251 





—: No reported cases 


* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 


. Not notifiable in all states 


° Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for infectious Diseases (ArboNet Surveillance) 

Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update June 26, 2005 
** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases 
.. Of 56 cases reported, 46 were indigenous and 10 were imported from another country 


Formerly Trichinosis 


ve, Of 24 cases reported, seven were indigenous and 17 were imported from another country 
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TABLE ll. Provisional cases of selected notifiable diseases. United States, weeks ending August 6, 2005, and August 7, 2004 
(31st Week)* 





AIDS Chlamydia‘ Coccidioidomycosis Cryptosporidiosis 


’ Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 


JNITED STATES 20,405 23,315 532,160 543,497 2,471 3,343 1,316 1,696 
NEW ENGLAND 7 769 18,760 17,939 74 


MA 
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N: Not notifiable U: Unavailable No reported cases C.N.M.I.: Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 

Chlamydia refers to genital infections caused by C. trachomatis 

Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD. and TB Prevention 

Contains data reported through National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks endin 


g August 6, 2005, and August 7, 2004 
(31st Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 


not serogrouped 


Giardiasis 


Gonorrhea 








Cum. Cum. 
Reporting area 2005 2004 





Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Cum. Cum. 





UNITED STATES 972 1,199 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 6, 2005, and August 7, 2004 


(31st Week)* 





Haemophilus influenzae, invasive 





All ages 


Age <5 years 





All serotypes 


Serotype b Non-serotype b 


Unknown serotype 
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N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2004 and 2005 are provisional and 


C.N.M.1.: Commonwealth of Northern Mariana Islands 


cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 6, 2005, and August 7, 2004 
(31st Week)* 





Hepatitis (viral, acute), by type 
B 


Cum. Cum. Cum. 
Reporting area 2004 2005 2004 
UNITED STATES 3,445 3,306 3,449 


NEW ENGLAND 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 6, 2005, and August 7, 2004 


(31st Week)* 





Legionellosis 


Listeriosis 


Malaria 





Cum. 
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Reporting area 


Cum. 





Lyme disease 
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Cum. Cum. 
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N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative 


C.N.M.1 
> (year-to-date) 


Commonwealth of Northern Mariana Islands 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 6, 2005, and August 7, 2004 
(31st Week)* 





Meningococcal disease 





Serogroup 
All serogroups A, C, Y, and W-135 Serogroup B Other serogroup Serogroup unknown 
Cum. Cum. ‘| Cum. Cum. Cum. Cum. | Cum. Cum. Cum. 





Reporting area 2004 2005 2004 2005 2004 2005 2004 2005 2004 
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788 MMWR August 12, 2005 





TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 6, 2005, and August 7, 2004 
(31st Week)* 





Rocky Mountain 
Pertussis Rabies, animal spotted fever Salmonellosis Shigellosis 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 
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reported cases C.N.M.1.: Commonwealth of Northern Mariana | 
* Incidence data for reporting years 2004 and 


2005 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 6, 2005, and August 7, 2004 


(31st Week)* 





Reporting area 


Streptococcal disease, 
invasive, group A 


Streptococcus pneumoniae, invasive disease 





Drug resistant, 
all ages 


Age <5 years 


Syphilis 





Primary & secondary 


Congenital 








Cum. Cum. 





Cum. Cum. 
2005 2004 





Cum. Cum. 





Cum. Cum. 


2005 2004 





Cum. Cum. 





UNITED STATES 
NEW ENGLAND 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 6, 2005, and August 7, 2004 
(31st Week)* 





Varicella West Nile virus disease* 
Tuberculosis Typhoid fever (chickenpox) Neuroinvasive Non-neuroinvasive! 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 


UNITED STATES 6,188 62 129 172 14,921 14,047 59 541 113 
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N: Not notifiable U: Unavailable No reported cases C.N.M.1 
, Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 

Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center 
§ Not previously notifiable 


Commonwealth of Northern Mariana Islands 


for Infectious Diseases (ArboNet Surveillance) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending August 6, 2005 (31st Week) 


All causes, by age (years) All causes, by age (years) 
All 


P&i' 
Reporting Area Ages >65 45-64 | 25-44] 1-24] <1 | Total Reporting Area >65 45-64 
NEW ENGLAND 46€ 322 101 2 5 S. ATLANTIC 
30ston, Mass c 


129 7: ( : Atlanta 
Conn <5 5 . E 
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249 99 28 





25 419 
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,) 
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reported cases 
rtality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100.000. A death is reported by the place of its 
currence and by the week that the death certificate 


Pneumonia and influenza 





Unavailable Ne 
e Me 


was filed. Fetal deaths are not included 


ount 
uM 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial « 
J p 3 , 
Total includes unknown ages 


s for the current week. Complete counts will be available in 4 to 6 weeks 
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